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infants, seven male 
oxygen PO;! of 33 2 5 mm IQ. After the diagnosis was 
confirmed by two-dime ’ al echoeardiagraphic and color 
DOppkx evabatian, pro andin El infusion was initiated 
in til. Findings atpresentation aresummarized in Table 1, 
All infants underwent cardiac atheterization with at- 
tempted balloon valvuloplasty after their condition had 
st&ilized and parental consent had been obtained. Before 
~ath~t~~zati~n~ two i fants und nt tracheal ifntubation t0 
stabilize veariiation, The femoral vein was entered percuta- 
neously in all patients, and a venous heath (USCI) was 
introduced. In six infants, an umbilical rtery catheter was 
used to monitor aortic pressure, and in two patients a 
femoral rtery catheter (4F UMI Teflon pigtail) was inserted 
for this purpose. Right and transatrial left heart hemody- 
namic measurements and saturations were obtained, and 
right and left ventricular ngiography was performed in all. 
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guide wire was used to cross the valve after the end-hole 
catheter had been positioned in the infundibuiar region of the 
right ventricle (catheter tip directed somewhat rightward and 
posterior), as one would for normal catheter passage across 
the pulmonary valve. With the wire in place, the salheter 
was gently coaxed across like pul 
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$-mm diameter in five: length either 2.0 or 2.5 cm) was 
advanced over the guide wire, and predilation with twa or 
three inflations was performed. The coronary balloon dila- 
tion catheter was withdrawn, leaving the guide wire in 
position. The venous heath was changed as necessary to
allow introduction ofa larger end-hole catheter (7F balloon 
end-hole catheter [Arrow] in six patients, 4.1 F multipurpose 
[Cordis] catheter in two patients), followed by a 0.035~in. 
(0.089 cm) J-tip Teflon-coated xchange guide wire (Cook) 
positioned inthe branch pulmonary artery in the initial four 
patients and in the descending aorta by way of the ductus 
n the last four patients. 
hole catheter was removed, leaving the 0.035in. 
guide wire in place, and the preselected balloon catheter was 
introduced. This could not be accomplished in two infants 
early in our experience. In six infants the 0.035~in. guide 
wire was successfully maintained in position, and the kl-, 
tion and postdilation car 
~efi~it~v~ ~ ~~o~ valvuloplasty was aeco 
of the eight infants, wi a mean ratio elf balioon diameter to
pulmonary valve annulus diameter of 1.3 2 0.2 e 1.1 to 
1.4). Total tluoroscopy time averaged MI L 27 a these 
six infants. ~~ernQdy~ami~ find ngs are summarized in Table 
2. Right ventricular systolic pressure decreased from a mean 
oi i08 2 32 mm Hg before balloon va~vu~o~~asty to  
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after successful balloon dilation of the 
ration of hospital stay apueared tobe directly related 
need for sugicti intervention. I  five of the six infants 
with sucsessfiul balloon valvuloplasty, the duration f the 
hospital stay ranged from 5 to 9 days. The infant who 
required an aortopulmonary shunt for severe persistent 
cyanosis had a hospital stay of 18 days. In two infants 
without deftnitive bak~n v~vu~o~~asty, the hospital stay 
my. In Pat&t 4, the r@t 
in these six patients. 
stroted no residual 
moderate pulmonary egu on noted BS months after the 
initial sur@~4! repair. No al evidence of venous tasis 
or diminished lower ext~mity pulse was noted at fo~~o~-u~ 
evaluation i any patient. 
In newborns with critical valvular pulmonary stenosis 
present with profound cyanosis, urgent treatment is neces- 
sary to establish pulmonary blood flow. Initial stabilization is 
achieved with ~rosta~~a~d~~ Et infusion after Doppler 
nosis (OO-L?). Untie recently, keat- 
surgical, with signidicaat morbidity 
and mortality (13). 
Up to this time, there have been only sporadic reports 
balloon dilation of the pulmonary valve in the newbo 
becduuse of the rarity of the iesion and the technical difkuky 
of the procedure (l4,lS). In our series, successful balloon 
valvuloplasty resulted in an immediate decrease in right 
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